breathing about once a month. The accompanying bronchitis has greatly diminished.
The patient uses an ointment of ancesthesin and adrenalin. Even in a child, removal of redundant portions of turbinated bodies will give relief from asthmatic attacks, much more than removal of adenoids will do. There may, however, also be some allergic trouble. This particular child is better without sugar, but other foods do not seem to increase the tendency. With Dixon and Brodie experimenting upon the de-cerebrated animal, could produce spasm of bronchial muscle by stimulating various sensitive parts, but there was no spot from which the reflex was excited so readily as from the upper and back part of the septum of the nose, the very part the middle turbinated bodies touch, stimulating the nerve, probably the naso-palatine. But this will not occur in everybody, and there must be something else in addition, some sort of " asthmatic constitution." This is comparable to a cartridge of dynamite, but the dynamite will not explode without the detonator, to which may be compared the irritation produced by the middle turbinal, or by small polypi in the neighbourhood. Therefore, even if we cannot remove the dynamite, let us in any case remove the detonator.
Discussion.-The PRESIDENT said that he would like to know in how many cases Sir James had removed the middle turbinal bone without relief to asthmatic attacks, as it was imiiportant not to be misled into attaching undue significance to an occasional successful result in such a capricious disease as asthma.
Dr. KINGSTON BARTON said that in the past one had been astonished if there was no good result in cases of adult asthma when the nose had been dealt with by the electric cautery, etc., therefore it was interesting to have the report of a case in a young child. It was possible for the nasal passages of this child to become sufficiently enlarged in three or four years to necessitate a further operation. The passage had been so well cleared now that any return of the condition should be operated upon to ensure more likelihood of freedom from asthma when the child grew up.
Sir JAMES DUNDAS-GRANT (in reply) said that in adults, in suitable cases of asthma, the operative treatment might bring about complete recovety, or at least great improvement. For several reasons one hesitated in adopting it for a child. One was the need for a general aneesthetic, as the instrument shown (a strong Killian nasal speculum) was the only one which was appropriate for the operation, and a good deal of distention was necessary. Moreover, under a general anaesthetic there was the risk of the detached piece being swallowed, or, more dangerous still, being inhaled into the air passages. To avoid this, the operator must be expert in the use of a hook such as that employed for the removal of foreign bodies. The cases were naturally not numerous, and be could hardly recall one in which there had not been resultant benefit. The attack was severe and almost all the joints were affected. Following this, a glandular abscess developed on right side of neck. Second attack of acute rheumatism in 1917 at age of 14i years: wrists, fingers, knees and ankles being mainly affected. During this attack the heart was said to become involved. Third attack of acute rheumatism, 1919, at age of 17. Following recovery from this attack, was treated for cardiac condition and remained in bed about five months. An abscess then developed on the left side of the neck, but soon healed after drainage.
Deformities of Hands and
Fourth attack of acute rheumatism occurred early in 1920 at age of 18. Fifth and last attack occurred in June, 1925, at age of 22. Following recovery from this, right shoulder remained painful and hands and feet began to assume their present condition. During intervals between attacks of acute rheumatism patient was free from joint pains and remained comparatively well.
Condition on Examination.-Both hands show thickening of all the metacarpophalangeal joints, together with pronounced ulnar deflection of all the fingers. The peri-articular thickening is most marked in the first metacarpo-phalangeal joint, and progressively diminishes towards the fourth joint of each hand. These joints are freely movable both actively and passively, and the fingers can be adducted passively, but not actively. There is slight hyperextension of the terminal interphalangeal joints, but no other abnormality.
The feet show " hammering" of all the toes, with some deflection towards the outer side, more pronounced in the right foot than in the left. The right little toe is displaced dorsally.
X-ray examination of hands shows no bony changes. The proximal phalangeal bones are displaced towards the ulnar side of the heads of the metacarpals, this displacement being more in left hand than in right.
Circulatory System: The heart shows left-sided enlargement, the apex beat being in the fifth interspace 43 in. from the midsternal line; the impulse is forcible and heaving; rhythm regular; systolic and early diastolic murmurs both at apex and base; no systolic recession observed. Arterial pulsation on both sides of neck with some venous dilatation, Blood-pressure 220/110.
Deformities of hands following attacks of acute rheumatism (Dr. Worster-Drought's case).
Commentary.-That the deformities of the fingers and toes are sequelal of some acute rheumatism can scarcely be doubted, in view of the history of five definite attacks of acute rheumatism and the presence of rheumatic heart disease.
lt is true that in some cases of rheumatoid arthritis, especially in elderly people, a somewhat similar deformity occurs, but it is then associated with definite arthritic changes. In the present case, the history, heart condition, and absence of X-ray evidence are against such a diagnosis.
As regar-ds the hands, the actual deformity appears to result from a relaxation of the external lateral ligaments of the metacarpo-phalangeal joints, with relative shortening of the internal lateral ligaments. This leads to some degree of subluxation towards the ulnar side. The deformities can be corrected, but neither the fingers nor the toes remain in the proper position.
Is it possible to treat the condition surgically ? As the deformities can be corrected so easily one feels that pleating or shortening the external (radial) side of the joint capsules would maintain the fingers in alignment.
Di8cU88ion.-Dr. E. A. COCKAYNE said that he had seen such deformities in two patients who had had acute rheumatism. One, a young woman, had an almost identical condition in hands and feet, with dislocation at the metacarpo-phalangeal joints of both index and middle fingers. She could herself pull them out straight, and even the joints could be put back, but when she let go they returned to the deformed position. She had had several attacks of acute rheumatism, and in one of them, at least, these joints were inflamed. She had a severe aortic lesion and a mitral lesion. Skiagrams did not show any change in bones.
The other case was in a man, whom he had seen only once. There was a history of acute rheumatism and the joints were affected during an attack. He did not remember whether there was a heart lesion in that case, but he took it that the deformity was a sequel of the rheumatism. He did not call in a surgeon. In the first case the heart disease had been too far advanced for the idea of surgery to be entertained.
Dr. HUGH S. STANNUS said that the treatment of the deformity should depend on the way it was produced. Rheumatism might be the primary cause, but what was the mechanical cause of the deformity ? Was it due to an inflamed joint adopting an incorrect posture, to a nerve lesion, or to a want of balance of the muscles ? If one knew the cause one might be able to prevent it, or treat it now. He asked what was the condition -of the ligaments, muscles, tendons and nerves.
Dr. E. STOLKIND said that he did not think such " deformities " were due to acute rheumatism, though in this case they followed an attack. Might they not be of nervous origin?
Dr. PHILIP FIGDOR said he was not prepared to say that this patient had never had acute rheumatism, but the case seemed to him to be an atypical one of rheumatoid polyarthritis, corresponding to a type which generally began between the ages of 20 and 30, and in which, after an interval of a year or two years of good health there were further attacks, with no joint symptoms between them. He had seen a child, aged 8, with this condition-the youngest case of the kind that he had seen-and the resulting deformity was very severe, most of the joints being ankylosed.
Another point in favour of this being of the rheumatoid type was that menstruation had not begun until the patient was aged 17, and that during the attacks menstruation ceased. Possibly the attack which was responsible for the heart mischief was one of acute rheumatism, but he was, as he had said, prepared to include this case in one of the categories of rheumatoid polyarthritis.
Dr. MAURICE CASSIDY said he agreed that this condition was acute rheumatism, with a rheumatoid type of deformity. There were cases which were transitional between rheumatoid arthritis and acute rheumatism. Everyone saw, from time to time, a case of typical rheumatoid arthritis, in which valvular disease, e.g. mitral stenosis, developed. Although complete restoration of function and structure after the attacks was the characteristic of the rheumatic joint, there were a number of cases in which, after repeated attacks of rheumatism, arthritis became more and more subacute and chronic, and one saw appearances like rheumatoid arthritis after repeated attacks of acute rheumatism.
Dr. WORSTER-DROUGHT (in reply) said that he was most interested to know of Dr. Cockayne's two cases. He (the speaker) had heard of only two other similar cases: both conformed to the same type, each having had several attacks of acute rheumatism.
It was difficult to account for the condition, but it seemed probable that distension of the capsules of the metacarpo-phalangeal and metatarso-phalangeal joints occurred during the later attacks of acute rheumatism; if the external lateral ligaments of the capsules in the case of hands, and the internal lateral ligaments in that of the feet, were weaker than the ligaments on the opposite side of the joints, the former would be more stretched than the latter. When the effusion subsided, the result would be a relative relaxation of the external lateral ligaments of the metacarpo-phalangeal joints and the internal ligaments of the metatarso-phalangeal joints, with the production of the deformities seen.
Although it was possible temporarily to correct the condition, it still remained a deformity.
He did not agree with Dr. Figdor that the case was one of atypical rheumatoid arthritis or that the acute attacks were exacerbations of this disease; but he would accept Dr. Cassidy's suggestion that the condition was acute rheumatism with a rheumatoid type of deformity. Following the third attack this patient had been in bed for five months for the treatment of the cardiac disease and not for the joint condition.
